Colectomy and ileorectal anastomosis were carried out and at the time of operation the small bowel appeared to be normal with no fistula present. The X-ray finding, giving a false impression ofan internal fistula, has been noted before at this hospital in a similar case of Crohn's disease.
The specimen showed Crohn's disease of the colon with the mucosa of the upper rectum having a normal appearance (Fig 3) .
The patient recovered and, when discharged, was passing 4-5 semi-solid motions a day.
Carcinoma of Rectum Presenting as a Myasthenic Syndrome Lionel Jones FRCS
Man, aged 44 Attended the Eye Department of the Coventry and Warwickshire Hospital complaining of drooping of the left eyelid for five months, becoming worse in the evening, better in the morning. His voice and swallowing were normal. On direct questioning later he admitted to having passed blood with his motion which he attributed to heamorrhoids. His left leg had been amputated during the war. There was no family history of myasthenia gravis.
He was referred to Dr Wakes Miller as a case of myasthenia gravis. He had a ptosis of the left eye (Fig 1) and diplopia due to external rectus palsy. He had wasting of the hypothenar muscles and the 1st interosseus in the right hand.The Tensilon test showed a myasthenic response.
As the medical registrar (Dr A R Tai) had, some months previously, seen a case of myasthenic syndrome associated with a carcinoma of prostate he did a rectal examination and to his amazement felt a craggy mass which was confirmed by biopsy as an adenocarcinoma of rectum. _ x ; ; : . . . . -2 9 t 1 1 _ _ S . , . . ; -: . : : ; . : His diplopia and ptosis are controlled with neostigmine 15 mg four times a day by mouth and pyridostigmine bromide 60 mg at night. He remains in good health. Brain (1963) divides these cases into three groups:
(1) Encephalomyeloneuropathy, in which degeneration affects the Purkinje cells in the cerebellum, the long tracts in the spinal cord. This leads to ataxia, vertigo, dysarthria, gross impairment of all sensibility with progressive wasting and muscular weakness.
(2) Myopathic-myasthenic syndrome: Paresis usually occurs in limb girdles and proximal part of limb with diplopia and facial weakness. Fatigability and response to neostigmine are characteristic. The onset is insidious but may be precipitated by muscle relhxants in aniesthesia. It occurs mainly with bronchial growths but also with prostatic and rectal cancer. There is a tendency to remission.
(3) Multifocal leucoencs?halopathy, which is due to demyelination of cerebral white matter. This is usually a brief terminal event lasting three to four monthsinsidious, progressive and mainly associated with the reticuloses and leukemias. Clinically it may start with a hemiparesis becoming bilateral with dementia, impaired vision and aphasia.
Neuropathies occur in a small proportion of growths, without relation to size of growth or metastasis, or to age or treatment. The incidence is highest (16 %) with carcinoma of the lung, compared with 4 % in carcinoma of the breast (Croft & Wilkinson 1963) . They persist after the. grow-th has been removed. They may be due to: (1) A common unknown cause of both conditions. (2) A carcinotoxin. (3) A virus infection that entered via the carcinoma. But no satisfactory explanation has been found.
Acute Necrosis of the Colonic Mucosa of Unknown Cause C G Mackenzie FRCS (for A G Parks Mch FRCS)
Woman, aged 57. Admitted 8.8.63 History: For eight years she had been suffering from severe rheumatoid arthritis and a related neuropathy. On 5.10.63 she had a small disposable enema. In one and a half hours she felt cold, began to sweat and to have abdominal pain which rapidly became severe. On examination: She was pale, sweating profusely, and had peripheral cyanosis. The abdomen was tender, rigid in the right iliac fossa, and a smooth tender mass was palpable. Radiology of the abdomen revealed marked distension of the cecum. At operation, seven hours after the onset of symptoms, the cxcum was black but the serosa had not lost its sheen. The ascending, transverse and descending colon had large dark areas, between which the bowel looked relatively normal. Examination of the mesentery revealed pulsating arteries; there was no evidence of thrombosis of artery or vein. A diagnosis of acute gangrene of the colon was made and a subtotal colectomy performed. The ileum was anastomosed to the rectosigmoid colon. Specimen: The serosal and muscular layers were intact. The mucosa of the cxcum and ascending colon was black and friable, and was flaking off the submucosa. There were similar patches elsewhere in the colon, especially in the transverse colon and splenic flexure. Cultures were taken at operation from the peritoneal surface of the colon and contents of the bowel were withdrawn by a needle. Incubation showed no aerobic or anaerobic organisms and no clostridia.
